Case L.-Miss B. This lady was operated on in January, 1909 (three years ago), for suppuration of some ten years' standing in all the accessory sinuses of both sides, with the exception of both frontals. She had suffered considerably from her eyes. Very persevering aftertreatment was required in order to secure complete arrest of the sphenoidal suppuration, but for the last year and a half she has remained quite clear, except for an occasional small crust from the left ethmoid region. The ostium of the left sphenoidal sinus has somewhat contracted, but is still open, and free from any pus. The right sphenoidal sinus is widely open. Over this opening two large posterior ethmoidal cells are easily seen. Case II.-Miss L. This lady came under my observation in 1908 complaining of chronic and severe pain over and through the left eye. From this she had suffered for six or seven years, and had consulted many ophthalmic surgeons both at home and abroad. One of these suggested an exploration of the sinuses, although she had never had other localizing symptoms than an occasional yellow postnasal discharge. It was therefore more as an exploration that the left mid-turbinal was removed and a large posterior ethmoidal cell opened. This contained a large collapsed polypus. Further ethmoidal cells were opened at subsequent sittings, and both sphenoidals were opened-all Jy-5
Thomson: Disease of Sphenoidal Sinus under cocaine. There was some muco-pus in both sphenoids. For two vears both sphenoidal sinuses have been absolutely healthy. It will be seen that the right one is widely opened, but that the ostiuin of the left is contracted by cicatrix. This opening into the left posterior ethmoidal cell can be seen. The patient has been greatly relieved and has been able to use her eyes again, but she still suffers from tenderness under the left orbit, and from a post-nasal discharge which cannot be located. Radiographs are exhibited which were used in locating the posterior ethmoidal cells and sphenoidal sinuses. She has seen several distinguished colleagues in consultation, but we have not been able to locate and cure this discharge. If not a simple nasopharyngitis it must originate in some posterior ethmoidal cell. Case III.-Mrs. S. W. This patient has previously been shown before the Section in connexion with a discussion on frontal sinus operation.' She is now shown again to illustrate the permanence of the opening of the sphenoidal sinus. She had suffered so intensely from headaches that she had first sought admission to the Queen Square Hospital. These headaches recurred in spite of operations on the frontal, ethmoidal, and maxillary sinuses on the right side, and it was then that her sphenoidal sinus was opened and found to contain pus. The cure of this unilateral pansinusitis has remained quite permanent for some years.
Case IV.-This lady has been under observation since March, 1908. She has had several operations on the left sphenoid, ethmoid, and maxillary sinus. The left sphenoidal ostium has been widely opened and the cavity has done well. But the patient for some years was greatly troubled by crust formation over the ethmoid region, and round the antro-nasal opening. For this she was taken in consultation to Professor von Eicken and Mr. Tilley. She also had vaccine treatment in 1909. The crust formation continued right up until spring of this year, in spite of long and persevering local medicines. In April last, just as it had been decided to start her on another course of vaccine treatment, the crust formation entirely ceased. There is now a little muco-pus from the ethmoid region, but the other sinuses on the left side remain quite cured. i Proceedings, iv, p. 123.
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DISCUSSION.
Dr. WATSON-WILLIAMS said the first patient was to be congratulated on the result in her nose, as both sides were free from discharge, although the ostium of the left sphenoidal sinus was contracted. It was noteworthy that even if the sphenoidal sinus was kept open, in some cases the result was not good, while in others, although the sinus had almost closed up again, the " cure" apparently persisted. There seemed to be no definite relationship between the size of the opening of the sinus and the result achieved.
Dr. FITzGERALD POWELL congratulated the President on the result of the first case, it was the best result he had ever seen from the sphenoidal sinus operation. But with regard to the other cases that were shown, he could not say the same, and this included his own case. It appeared to him that in most of the cases there was some pus or muco-pus in the nose or nasopharynx, and in all that he had questioned, the pain had not entirely disappeared in the head. In his own case there was still some pus, but the headache, especially at the occiput and back of the neck, had gone. In looking for a cause for this he had come to the conclusion that the openings were not free enough and did not extend low enough down to ensure dependent drainage. He considered the lower down in the anterior inferior wall the opening was made the better would be the results.
Mr. WAGGETT, referring to the question of keeping the opening widely free, asked what experience the President had had in the use of the chisel in removing the lower part of the anterior wall where it was too thick to be attacked with the punch forceps. The question of danger of the spread of osteomyelitis had to be considered.
Mr. HERBERT TILLEY said he had used a long chisel for removing the lower portion of the sphenoidal sinus. He did not think there was much danger in its use if one inspected the field of operation from time to time.
Dr. DAN MCKENZIE asked whether there was any means of shortening the period of chronic infection where a large dependent opening had been made and yet the discharge and formation of crusts still persisted. He took it that it was the rule to have such a period after nasal sinus suppuration. His experience led him to believe that in course of time this discharge naturally ceased and cure occurred. That time might, however, extend to two or three years.
Dr. WATSON-WILLIAMS asked whether in Case II the antrum had been operated upon. In one of his own cases he had had a similar experience to that of the President in Case III, only the other way about. He recalled a case of sphenoidal sinus suppuration in which he believed he had got to the bottom of the mischief, and when probing the sphenoidal sinus after opening it the patient would complain that probing caused pain in the forehead. Again, cases which at first seemed to be frontal sinus suppuration showed later that they were sphenoidal suppurations and vice versa. He had had a case of sphenoidal suppuration which did not clear up, and the increasing local tenderness and redness led to the opening of the frontal sinus, when it was found that there was a frontal sinusitis. He thought the continuance of a suppurating focus in other sinuses or cavities might be the cause of persistence of secretion in a cavity which had been opened and which had improved, but only up to a certain point. As the question of opening the floor of the sinus had been touched on, he exhibited forceps for the removal of the floor of the sphenoidal sinus in cases in which, owing to the size of the sinus, it was thought a sufficiently free opening could not be obtained through the wall. There was a great tendency for the sphenoidal sinus cavity to close. And in the case of a small sphenoidal sinus when the anterior wall and a portion of the floor had been removed and there was a persistent tendency to close, he had found that removal of the posterior portion of the vomer corresponding to the septum of the sphenoidal sinus, with the septum of the sinus, throwing both cavities into one, was sufficient to ensure persistent patency of the sphenoidal sinus. He did not advocate it as a matter of routine, but mainly for those cases to which he had alluded as suitable for this sphenoidal sinus septectomy.
Mr. HARMER asked whether the bacteriology of Case II had been investigated, as the nature of the crusts was interesting. It might be found to be some form of paratyphoid infection. Case IV raised the important point that although some of these cases of sinus disease seemed as if nothing more could be done for them, they sometimes cured themselves in course of time. A patient had recently been attending St. Bartholomew's Hospital on whom there had been several operations during the last twelve months witlhout improvement; now she was quite free from discharge.
Mr. HERBERT TILLEY thought the President could do no more in Case II than he had done. It was practically impossible to say where the pus came from. If the patient had not declared that pus came away in the mornings, he would have said it was a perfect result of operative interference. There was no discharge when he saw her, and he would like to know whether the President had examined her in the mornings between nine and ten. There seemed to be a distinct neurasthenic element in the case. Her neuralgia was not necessarily due to the asserted suppuration at all; it might be caused by adhesions, or it might be a neuritis of the supra-orbital nerve without reference to disease in the underlying frontal sinus. He did not advocate further operation, but suggested a vaccine, or even treatment by suggestion.
Dr. VINRACE asked whether any refractive changes in the eyes had been noticed, particularly of one eye, coincidental with sphenoidal sinus disease. He believed that such changes might result.
Mr. DE SANTI said one of Dr. StClair Thomson's cases reminded him of a patient in whom the diagnosis was difficult. There were intense headaches, occipital chiefly, with pain about the left side of the nose, and the patient's mind was affected. She had enormous proptosis of the eye, and as the ophthalmic surgeon suspected sinus suppuration she was sent to him (Mr. de Santi). There was some rather thick, yellow, crusty discharge at the back of the nasopharynx. Careful examination revealed a slight swelling of the middle turbinal, but he could not see any pus in the nasal cavities. He could not get a view high up. There was no evidence of disease in the frontal or other accessory sinuses. He concluded that the symptoms were not due to sphenoidal sinus trouble, and that the patient probably had cerebral tumour. Nothing was done to the nose, and two months afterwards the woman died. Post mortem, there was found to be a large sarcoma of the frontal lobe of the brain, which had invaded the orbit, and caused the proptosis and intense headache and pain over the nose. The headaches, pain over the nose, crusty discharge in the nasopharynx, and the eye symptoms were suggestive of sphenoidal sinus mischief, and made the diagnosis difficult. He had had three or four cases which proved fatal, in which there was tertiary syphilis with extensive necrosis and sequestra, and in which no operation would have been possible.
Mr. CYRIL HORSFORD said Case III reminded him of a similar case, in which there were such severe headaches that the patient was admitted to-Queen Square Hospital, and operated upon for cerebral tumour; at the operation, however, no tumour was found. Two or three years later the patient was sent to him, and he found that two or three sinuses were affected. The middle turbinal was intact; he could not see whether the sphenoidal sinus was involved. From the history given by the neurologist who saw the case it appeared to be sphenoidal sinus infection. It would have been possible to explore that sinus at the time of the operation on the patient. He opened the ethmoidal sinus and the antra, and found them diseased. The headache had now disappeared. This illustrated the difficulty in diagnosis. It was most important to be able to diagnose disease of the sphenoidal sinus at an early stage, particularly in cases where the disease appeared to be limited to the sphenoidal sinus. He asked whether it was possible to get at and treat the sphenoidal sinus without removing the middle turbinate. He thought by so doing there was a risk of infecting the ethmoidal region, which was a serious matter.
Dr. KELSON asked whether the President had ever operated upon the sphenoidal sinus in a case of fetid atrophic rhinitis. Mention had been made of large crusts and oyster-shell-like masses which made one think of this disease. Clinically the cases seemed divisible into two great groups commonly met with: (a) the ordinary suppurating sinus; (b) those in which there were large crusts with a peculiar offensive odour-oztena. Many of these latter Grunwald claimed could be cured by operating on the sphenoidal sinus, but they must not be confused with each other.
The PRESIDENT (Dr. StClair Thomson), in reply, said he regarded the sphenoidal sinus as one of the most satisfactory to deal with. He had not had, nor heard of, a case of death from operation on the sphenoidal sinus; but in the Transactions of the Medical Society of Lonzdon' he had published two cases which occurred in his own practice where death resulted from untreated sphenoidal sinus disease. The satisfactory results were obtained in some cases by repeated operation, and in others by leaving the patient alone. The treatment had to be both prolonged and intermittent, and he agreed with the member who said that too much local interference did not seem to be good for all these cases; periods of rest must be given to allow the mucosa to settle down. After opening the sinus he usually recommended the patient to go into the country for three weeks. Afterwards he further enlarged the opening, and if necessary enlarged it yet again. He found a difficulty in getting away the lower bony part. He had been afraid of chisels slipping on to the thin part of the back. He regretted that he had never used the electric burr. In addition to opening the sinus he washed it out, wiped it with peroxide of hydrogen, and applied silver and argyrol plugs for twelve or twenty-four hours. He had never curetted the inside of a sphenoidal sinus. One patient, an actor, whose case had been his despair, and who was very neurasthenic, got a part to play in America, and when he had been at sea three days the condition disappeared! In Case II he had repeatedly examined the patient in the morning; he had never seen pus in her nose, but he had seen muco-pus on the roof of her nasopharynx, always in the midline, such as occurred in many people when the ethmoid had been removed. On one occasion a case of malignant growth of the pituitary body was sent to him as probably a sphenoidal case, but skiagrams showed malignant growth of the pituitary body, from which the patient died. In former years he had opened the sphenoidal sinus on account of ozena, but he thought this made it worse. The ostium would often close from swelling of the mucosa round the lips. Contraction of the orifice by means of healthy scar tissue he regarded as favourable. He had not had a case of osteomyelitis. He had had numerous cases in which the associated eye symptoms were undoubted, not only from their presence, but also from their disappearance.
